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An Evaluation of the Need of the Long-Stay 
Psychiatric Patient for Organised Exercise 
Nine long-stay psychiatric patients, known 
to have had little organised exercise for some 
years, were involved in a programme of group 
physical activity for fourteen weeks following 
tests for body mobility as typified by range of 
head movement, length of stride and ability to 
raise the arms above the head. 
Positive physical gains were demonstrated 
relative to a non-exercising control group when 
tests were repeated at the end of the pro-
gramme, and greatest benefit appeared to be 
derived by patients whose diagnosis included 
a degree of retardation or dementia. 
Every test subject exhibited some improve-
ment in social behaviour, at least whilst in the 
group situation. 
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Until recent years, psychiatry, in 
attempting to heal the mind, appears 
to have paid scant attention to the 
body housing it. In the Mental Health 
institution physical deficit was, and 
is, intrusively manifest in the poor 
posture, ungainly gait and restricted 
movement of many of its long-term 
subjects. 
The need was seen to demonstrate 
the physical inadequacy of the long-
stay patient and to establish an ac-
ceptable means of arresting this decline 
in mobilty. An evaluative study was 
therefore made through the Physio-
therapy Department of Glenside Hos-
pital, Adelaide, to measure the effect 
of consistent physical exercise on as-
pects of locomotor function in patients 
of long hospitalisation, and to observe 
social behaviour and acceptance of the 
exercise sessions. 
In the past fifteen years interest in 
exercise has grown dramatically and 
there has been increasing attention 
given to the link between exercise and 
mental health. 
Morgan (1968) stated that people 
deteriorate physically in the psychiatric 
institution; the longer the period of 
hospitalisation, the lower the work 
capacity. 
Hess0 et a] (1982) supported this, 
finding the general physical condition 
of the long-stay patient in psychiatric 
hospitals so poor that it limited pos-
sibilities for occupational rehabilita-
tion. They found, however, that even 
small amounts of physical training 
improved general condition signifi-
cantly. 
Folkins et al (1972), working with 
non-institutionalised people, noted 
considerable physical and psychologi-
cal progress in subjects involved in a 
jogging course and reported that the 
greatest gains were made by those 
who, in the beginning, were poorest 
in terms of physical and mental health. 
Powell (1974) found that elderly 
psychiatric patients showed improve-
ment regarding measures of intelli-
gence (Weschler Memory Scale and 
Ravens Progressive Matrice Test A Ab 
& B) following a 12-week physical 
activity programme. 
Stamfort et al (1975), exercising 
male only patients in the same category 
and for the same time, noted signifi-
cant improvement in awareness and 
overt behaviour as well as decreased 
heart rate and systolic blood pressure. 
Brown (1977) documented signifi-
cantly higher IQ and maturity quo-
tients together with greater muscle 
strength following a physical activity 
programme for 12-year-olds with 
moderate and severe retardation. 
Attention was drawn by Hess^ et ai 
(1982) to the changed approach to the 
psychiatric patient. They pointed out 
that physical activity had been a ne-
glected area in psychiatric institutions 
when psychiatric treatment was di-
rected toward making the patients 
passive: more work was now needed 
on the theme 'how does one get the 
psychiatric patient to become physi-
cally active?' 
The author's experience is that the 
psychiatric patient does not tolerate 
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the discipline of exercise for the sake 
of exercise. There is need to establish 
clinical goals, and then to search for 
pleasurable, non-chnical activities in 
which to disguise the treatment. In 
trying to achieve greater bodily mo-
bility it is necessary to excite and 
entertain the group participants, to 
provoke unaccustomed ranges of 
movement, thereby bringing into play 
the automatic neck and balance re-
sponses necessary to the execution of 
the movement. 
This espouses Bobath's (1966) view 
that the learning (or relearning) of 
voluntary movement is based on the 
sensation of movement, the corollary 
of this being that any normal move-
ment elicited which is not habitual to 
the subject is a developmental or 
rehabilitational step. 
Ayers (1974), in pursuing this os-
tensibly non-clinical approach to the 
patient, said that a safe way of ad-
ministering tactile stimulation was 
through the natural course of activity 
such as playing on a carpet. Yoga-on-
a-carpet is a satisfactory age-appro-
priate alternative. 
The author is grateful to Davies 
(1975) for introducing hockey and 
football to the elderly! In a spirited 
game of sitting hockey, participants 
lean far out of their chairs, stretching 
with their half-metre curtain rods for 
the coveted quoit or deflated ball. The 
head righting and trunk rotations 
which occur are only secondary in 
importance to the exhilaration and 
socialisation. Proprioceptive sensation 
is in abundance with the occasional 
unfortunate acute overdose of tactile 
sensation in the form of a rapped 
knuckle! 
Rewards can be of assistance in the 
group situation. There are reports 
(MacDonald ef al 1974) documenting 
that systematic reward procedures (so-
cial reinforcement and token econ-
omy) have given positive results in 
stimulating demented patients to 
undergo walking training. 
Undoubtedly a small supply of 
chocolate frogs and minties for prizes 
greatly enhances competition and par-
ticipation, as does a hearty cheer or a 
tally of scores on a blackboard. 
Method 
Subjects 
The long-stay ward chosen for this 
project was one known to have had 
no recent provision of exercise groups, 
other than a 20-minute movement 
component of a weekly Music Therapy 
Group, 
Nursing staff were asked to select 
twelve subjects from among those who 
did not attend other programmes out-
side the ward. This number eventually 
reduced to nine through ill health, 
movement to another ward and in one 
case, unwillingness to participate. A 
control group was randomly taken 
from the same ward. 
Ages of the selected test group 
ranged from 35 to 75 years with a 
mean age of 61 years. Length of stay 
ranged from 2 to 41 years with a mean 
of 22!/z years. Diagnoses included 
schizophrenia, depression, Korso-
koff's psychosis, mild dementia and 
mild retardation. 
Design 
The selected group was tested for 
various physical abilities before and 
after a fourteen-week programme of 
group exercise in hourly sessions car-
ried out three times weekly. The con-
trol group was similarly tested but 
were not included in the exercise pro-
grammes, other than the previously 
mentioned music therapy group. 
Procedure 
Each member of test and control 
group was tested for: 
1) Range of head movement in exten-
sion and lateral flexion; 
2) Stretching up whilst in a seated 
position, this involving ranges of 
movement at elbow and shoulder, 
shoulder girdle and a degree of 
spinal extension; 
3) Length of stride, which can be 
negatively influenced not only by 
restricted sagittal plane movement 
but by limited trunk rotation so 
often present in the psychiatric 
patient. 
During the first week of the actual 
programme and again after it finished, 
the test group only were tested as to 
ability to walk a 5 metre line and to 
stand on the preferred foot for 10 
seconds. 
Tests were of necessity simplistic, 
as initially there was no fund of 
rapport beween staff and patients and 
concentration and co-operation were 
minimal. The tests were not designed 
to provide a precision result, but rather 
to serve as an indicatiorl whilst build-
ing and maintaining non-threatening 
relationships so necessary to this type 
of endeavour. 
Range of head movement 
Special apparatus used for this test 
was a biofeedback head' trainer. This 
light adjustable helmet, had a small 
electronic mechanism attached which 
could be pre-set to sound a buzzer 
when the head of the wearer diverged 
from the perpendicular 15°, 25°, or 
35° in any direction. 
Prior to testing, the helmet was 
demonstrated to each patient by a 
staff member in order to dispel any 
fears. 
The patient then sat in a chair, 
sitting posture was corrected, and the 
tester's thumb placed beneath the pa-
tient's chin to discourage forward flex-
ion. The controls were set to buzz at 
15° divergence, and the patient was 
instructed to 'tilt your head sideways 
so that your left ear comes closer to 
your shoulder'. During this manoeuvre 
the tester's free hand was placed on 
the patient's right shoulder to detect 
any trunk side flexion. Right lateral 
flexion of the neck was then tested in 
the same way. Extension was tested 
by instructing the patient to 'tip your 
head back to look at the ceiling', 
again ensuring that trunk movement 
was restrained. 
The movements that had sounded 
the buzzer and therefore achieved 15° 
were re-tested at 25° and again, where 
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appropriate, at 35°. Results were 
noted. The poor results from this test 
(only two of the test group could 
achieve 35° in each direction and some 
could not reach 15°) raised doubt as 
to normal range of head movement in 
elderly people. Accordingly twelve 
people without psychiatric background 
and aged between 57 and 74 were 
randomly selected for testing at 
Cooinda Day Centre. All of these 
people could move the head at least 
25° in every direction: seven reached 
35° lateral flexion to the left, ten to 
the right and eleven reached 35° in 
extension. It appeared therefore at 
initial testing that the test sample was 
well below the norm in this respect, 
Stretching up whilst in a seated 
position 
White paper slightly less than 1 
metre square was pinned in the lower 
corner of a notice board on the wall, 
taking care that two edges of paper 
abutted the frame of the board. A 
specific chair was selected for pre- and 
post-testing and was placed with the 
back against the wall below the paper. 
Each patient was asked to sit well 
back in the chair and was given a 
wooden rod, 0.5 metre long, to be 
held with one hand at each end. 
The instruction was 'take the rod 
behind your head until your hands 
touch the paper, then stretch as high 
as you can'. In the pre-test the tester 
marked the paper along the length of 
the rod in black ink; for the post-test 
the same piece of paper, used under 
the same conditions, was marked in 
red ink. 
Length of Stride 
A five metre length of paper was 
laid on the floor for each patient with 
a chair anchoring each end. Small 
squares of adhesive felt were attached 
to the heel of each shoe. Stamp pad 
ink available in a convenient dispenser 
was applied to the centre of each piece 
of felt. The instruction to the patient 
was 'stand up and walk as you usually 
do along the paper then sit down on 
the chair'. 
The post-test was done on the back 
of the same sheet of paper. In calcu-
lating length of stride, the midpoint 
of the paper was established by folding 
and the four steps closest to the point 
were measured longitudinally, parallel 
lines having been drawn through the 
dots so that width of base did not add 
to the forward stride length. The four 
measurements were then averaged. 
Exercise Programme 
The programme of group physical 
exercise was varied as much as possible 
within the tolerance of the subjects in 
an effort to maintain interest. Yoga 
occupied one session weekly with its 
usual emphasis on joint and muscle 
sensation and awareness of body parts. 
Head movements, trunk rotation and 
shoulder girdle relaxation were always 
included and staff often guided and 
assisted movements, sometimes giving 
over-pressure, so that this session be-
came a mixture of yoga class and 
individual physiotherapy treatment. 
Initially, because some of the patients 
appeared unable to plan the movement 
sequence of getting to the floor, this 
was taught successfully at one of the 
early sessions. 
Of interest also was the observation 
that most patients were unable to 
achieve sufficient wrist dorsiflexion to 
crawl but rather proceeded on finger 
tips or knuckles. 
A second hourly session weekly was 
devoted to locomotion — folk and 
social dancing, walking, outdoor ac-
tivities such as lawn bowls, balance 
practice, wobble board, etc. This was 
the least successful of the weekly 
sessions, as participation declined 
when people were required to be on 
their feet for any length of time. It 
became necessary to intersperse these 
sessions with concentration games, 
stereognosis competitions and visual 
perceptual exercises. 
The third and most popular session 
was the weekly hour of sitting games, 
sitting football, sitting hockey, and 
patting a giant beach ball across the 
group, counting the number of co-
operative pats before it touched the 
floor. Competition ran high in throw-
ing basketball goals into an upturned 
stool, aiming quoits at the stool legs, 
and tossing beanbags into a weighted 
bucket or on to a large bullseye sheet. 
Knocking over a heavy ten pin skittle 
with a light basketball involves raising 
the arms to a good height and a 
forceful throw. A beanbag fight pro-
motes hilarity and demands concen-
tration! This programme also usually 
included exercises with short batons 
(which doubled as hockey sticks), body 
awareness exercises and exercise to 
music. 
Results 
Range of Head Movement 
Two test subjects who had initially 
demonstrated full range in all direc-
tions maintained this. All but one of 
the remaining seven improved range 
in at least one direction. The one 
patient who showed deterioration had 
been, interestingly, the hardest of all 
to motivate to join in the activities. 
Most pleasing was the fact that the 
three most conscientious group partic-
ipants gained in extension from 15° to 
35°. Of the controls, two people with 
full range maintained this, three in-
creased range in at least one direction, 
and four showed decreased range in 
at least one direction (see Table 1). It 
may be noted that at pre-testing the 
test group rated generally lower than 
the control group. This is probably 
explained by the fact that the test 
group was chosen by ward staff for 
their immobility and lack of motiva-
tion. 
Stretching up whilst in a seated 
position 
This test involves spinal posture, 
shoulder girdle and elbow range as 
well as shoulder abduction and exter-
nal rotation which explains the wide 
variations in result. All the test sub-
jects stretched up significantly higher 
in their final test. Of the control 
group, four stretched higher (one by 
12cm) but five did not stretch as high 
as in their initial test (see Table 2). 
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Table 1: 
Ranges of head movement 
Test Group 
Subjects 
A 
B 
C 
D 
E 
F 
G 
H 
i 
Right Lateral 
Flexion 
Pre 
35 
35 
15 
15 
35 
15 
15 
<15 
15 
Post 
35 
35 
15 
35 
35 
25 
35 
15 
15 
Left Lateral 
Flexion 
Pre 
15 
35 
25 
15 
35 
25 
25 
CIS 
15 
Post 
25 
35 
15 
35 
35 
35 
25 
15 
25 
Extension 
Pre 
15 
35 
15 
15 
35 
15 
35 
<15 
15 
Post 
35 
35 
15 
35 
35 
35 
35 
15 
25 
Table 2: 
Raising arms above heac 
Test Group c 
A 
B 
C 
D 
E 
F 
G 
H 
I 
Measur 
+3 
+6.5 
+3.5 
+3.5 
+6.2 
+3.4 
+3.6 
+2.2 
+2.2 
ements 
I 
ntrol 
'oup 
Subjects 
A 
B 
C 
D 
E 
E 
G 
H 
I 
in centirr 
+ 4.3 
+ 1.5 
+12 
+ 1.5 
- 5.5 
- 4.5 
- 5 
- 1 
-10 
letres in-
Control Group 
Right Lateral 
Flexion 
Left Lateral 
Flexion Extension 
Subjects 
A 
B 
C 
D 
E 
F 
G 
H 
I 
Pre 
35 
35 
35 
35 
35 
35 
35 
15 
35 
Post 
35 
15 
35 
35 
15 
25 
35 
15 
35 
Pre 
25 
25 
35 
35 
25 
35 
35 
25 
15 
Post 
15 
25 
35 
35 
15 
25 
35 
25 
25 
Pre 
35 
35 
35 
15 
35 
35 
35 
15 
25 
Post 
35 
35 
35 
35 
35 
35 
35 
25 
35 
crease or decrease in height of 
baton at post-test as compared 
with pre-test. 
Measurements in degrees. 
It may be worthy of note that, by 
chance, this whole project virtually 
spanned Adelaide's wettest winter for 
sixty-five years. In mild sunny 
weather, nurses tend to take patients 
for walks, but there could have been 
little of this activity during the stated 
period. The greatest daily exercise for 
some would have been the walk from 
the television room to the meal table. 
Length of Stride 
Although care was taken not to 
divulge the reason for the test, it was 
regretted that a means of testing with-
out the patient's knowledge could not 
be devised. It is possible that some 
patients deliberately increased their 
stride length at final testing. 
Results nevertheless were erratic, six 
patients showing increase in length of 
stride, three showing decrease. This 
was viewed with disappointment until 
the control group was re-tested, with 
the surprise finding that the stride 
length of every one of the nine controls 
had decreased (see Table 3). 
Table 3: 
Length of stride 
A 
B 
C 
D 
E 
F 
G 
H 
I 
Test Group Mean 
Pre 
54.5 
32.6 
39.5 
35.9 
40.9 
51.4 
36.9 
12.5 
38.1 
Post 
51.3 
43.9 
41.4 
32.6 
35.1 
63.6 
44.1 
22.6 
39 
Length 
Increase/ 
decrease 
- 3.2 
+ 11.3 
+ 1.9 
- 3.3 
- 5.8 
+12.2 
+ 7.2 
+ 10.1 
+ .9 
A 
B 
C 
D 
E 
F 
G 
H 
I 
Control Group Mean Length 
Pre 
48.4 
59 
60 
43 
35 
74 
38 
43 
44 
Post 
42.8 
51 
59 
31 
22 
69 
36 
36 
38 
Increase/ 
decrease 
- 5.6 
- 8 
- 1 
-12 
-13 
- 5 
- 2 
- 7 
- 6 
Measurements in centimetres. 
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Balance 
Early in the project, the test subjects 
only were asked to walk a 5 metre 
line. Four of the nine refused and 
another lost balance after one and a 
half metres. By the end of the pro-
gramme, eight could walk the 5 
metres, six of them perfectly and two 
with slight inaccuracies. General im-
provement and one case of marked 
improvement were similarly seen in 
ability to stand on one leg. 
Relative Improvements — Physical 
The author realises that comparison 
of individual improvement cannot be 
accurate in this study, as in two of 
the four test areas some patients 
reached the required norm at pre-test, 
leaving them no scope for demonstra-
ble improvement in the post test. 
However, in an attempt to compare 
physical results across the diagnoses a 
rating scale was devised (Table 4) 
awarding: 
1 point per 10° improvement in 
each of the three head movements, 
maximum 6 
1 point per cm improvement in 
stretch up, maximum 6 
1 point per 2 cm improvement in 
length of stride, maximum 6 
1 point per 1.5 metres of balance 
line walked, maximum 3 
1 point per 3 sees, stand on 
preferred leg, maximum 3. 
It would seem from Table 4 that 
most benefit was derived by the mildly 
retarded or dementing patients. This 
reinforces a number of the previously 
given references, that the poorest in 
terms of mental and physical health, 
gain the most from exercise, and also 
that dementing and retarded people 
alike benefit markedly from exercise, 
both physically and in level of aware-
ness. 
In this sample, there does not appear 
to be a strong relationship between 
improvement rating and length of stay. 
From Table 4 it can be seen that all 
patients with length of stay over 30 
years had extremely poor head move-
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ment at initial testing and with one 
exception, range of head movement 
appears almost inversely proportional 
to length of stay. 
Observations of Individuals — 
physical and social 
Patient A was an intelligent co-
operative 57-year-old man with a di-
agnosis of paranoid schizophrenia, 
who had been institutionalised for two 
years only. Group mobilisation par-
tially failed to counteract his medica-
tion-induced stiffness. Whilst his head 
movement and arm stretch improved, 
length of stride decreased. Reticent at 
first, he became amused and friendly 
in the group. 
Patient B was a 35-year-old woman 
with diagnosis of low IQ and paranoid 
tendencies, who had spent fourteen 
years in the institution. At pre-test she 
was not markedly restricted but at 
post-test made large gains in stretch 
and length of stride. In the second 
half of the fourteen week programme, 
the therapists were welcomed warmly 
and asked when next they were com-
ing. 
Patient C was a 56-year-old woman 
in hospital thirty-seven years with a 
diagnosis of schizophrenia. Very lim-
ited in mobility and difficult to mo-
tivate, this lady regressed 'one point' 
in head movement but made small 
gains in the other tests. A small social 
improvement was noted in that an 
inappropriate laugh disappeared as the 
programme continued. 
Patient D, a mildly retarded 75-
year-old woman thirty-three years in 
care, improved markedly in head and 
arm movements during the pro-
gramme. Length of stride decreased 
and balance did not improve, which 
was understandable at her age. She 
changed in the group from a noisy 
disruptive attention seeker to a sunny 
welcoming co-operative member. 
Patient E was a 68-year-old woman 
twenty-three years in hospital follow-
ing a diagnosis of Korsokoff's psy-
chosis. She improved in stretch and 
balance but regressed in length of 
stride. Initially hard to motivate, she 
later manifested a keen competitive 
spirit and a rather wicked sense of 
humour. This was the only patient of 
relatively long stay who was not ini-
tially restricted in head movement. 
Patient F, a male aged 64, had been 
in hospital thirteen years with depres-
sion and 'dementing illness'. Suffering 
from mild ataxia, this pleasant co-
operative man showed marked im-
provement in all areas of physical 
testing with an obvious boost to his 
self-confidence. 
Patient G was a 58-year-old woman 
in hospital two years as the result of 
a head injury some years before which 
left her with mild dementia and ataxia. 
She improved in all physical tests and 
the vagueness and distractability dis-
played in the earlier group sessions 
disappeared. 
Patient H, a woman aged 68, forty-
one years institutionalised with schizo-
phrenia, was now dementing. Initially 
very stiff, she showed improvement in 
all areas. Early groups were punc-
tuated by this patient's eccalalia, also 
frog-like sounds and repeated 'aw 
dammit'. By the end of the programme 
these had virtually ceased, at least in 
the group situation. 
Patient I was a gentle little 68-year-
old lady also in hospital forty-one 
years with a diagnosis of schizophre-
nia. She attended most groups, par-
ticipated little but made modest im-
provement in all areas. 
Discussion 
Ingerbretsen (1982), in seeking the 
cause of improvement in fitness and 
general wellbeing produced in the 
elderly by moderate participation in 
physical activity wrote: 
In any critical assessment of re-
search results, it is important to 
analyse alternative factors produc-
ing an effect: is it the physical 
activity per se, or, for example, 
training in concentration, pleasure 
of mastery, enthusiasm, social con-
tact, or what? 
In practice, such "sources of ex-
perimental error" may be fully de-
veloped. Most people want to train 
together with others. Many feel 
lonely and participation in a group 
to maintain physical fitness gives 
more status than having to ask for 
contact. 
During the period of intensive input 
to this group of people, there was a 
growing rapport between staff and 
patients. It is considered probable that 
the positive physical results achieved 
were partially due to the co-operation 
which had emerged during the pro-
gramme and the desire to achieve and 
thereby please. It would be difficult 
and indeed undesirable to exclude this 
factor, positive behaviour being even 
more important than physical well 
being and the two probably going 
hand in hand. The enthusiasm with 
which the subjects at final testing sat 
erect and consistently stretched their 
batons higher on the marking sheets 
seems to suppport this last surmise. 
The poor range of head movement 
of all the very long-stay patients, 
compared at initial testing with non-
institutionalised subjects of the same 
age, highlights the extent of physical 
deficit which can develop in the long-
stay patient. As every gross adjustment 
to posture in the course of normal 
daily activity is accompanied by a 
reciprocal head movement, this find-
ing is a commentary on the paucity 
of the patient's movement vocabulary. 
The decline in length of stride of the 
control group during a cold, very wet 
winter is possibly the most significant 
finding in the light of the purpose of 
this study — to evaluate the need for 
carefully planned exercise groups for 
the long-stay psychiatric patient. 
Conclusion 
Positive findings with this small 
sample of long-stay patients are an 
indication that the characteristic las-
situde and lack of mobility of many 
institutionalised people may be par-
tially avoidable. The apparent impor-
tance of adequate input to people with 
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retardation or dementia has been high-
lighted. Groups as described in this 
paper are being conducted in many 
areas of Mental Health in South Aus-
tralia, but m most cases not more 
frequently than once weekly. The rel-
atively small amount of extra resource 
needed to make these available to all 
long-stay areas and to offer them more 
often would seem to be justified 
Summary 
This study supports earlier findings 
that people do deteriorate physically 
and socially in psychiatric institutions. 
It appears that intervention in the 
form of group physical activity can, 
to some extent, stem this decline and 
make a modest contribution toward 
reversing it. 
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